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Our impression throughout the work had been that there is a tendency for relatives to understate the amount of difficulty caused by the patient's discharge; and also that they find it difficult to describe changes in family life brought about by the patient's illness. This seems to be due partly to the psychological adjustments they have had to make. For example, some people appeared to deal with major changes in their way of life by ceasing to expect so much of the patientin the way of going out, help about the house, in the amount of expressed affection and so on. Others seemed reluctant to describe even recent difficulties lest mentioning them should bring them back. The importance of such behaviour is apparent when one recalls the frequently fluctuating course of a schizophrenic disorder. There was evidence that relatives living with patients who happened to be disturbed at the time of interview were much more likely to report past as well as present difficulties.
A second problem concerns the association between type of family organization and attitudes of its members, and the effects of the patient's return. It became obvious that similar disabilities can have quite different impacts depending on the family pattern. A patient living with his mother has generally to meet far less responsibility than a married patient: often little is expected of him in the way of belping about the house, in leisure activities and sometimes even in the show of affection. Important differences also occur between married men and women patients. There was some indirect evidence of the effect of this in the present study. Since the numbers of married male first-admitted patients are small, and similar results occur among previously admitted patients, I quote results for all patients admitted in 1956. Of patients ever married at admission in 1956, 44% of the 52 men and only 24% of the 108 women had divorced or separated at some time in their lives by the end of the five years of follow-up. A survey of a representative national sample of 3,000 married couples in 1959 suggests that for those married between 1930 and 1949 the proportion separated or divorced would not be larger than 10% (Rowntree 1964). Wives of patients also reported more problems which had arisen through living with the patient. Double the proportion, compared with husband or parents, had reported that three or more types of problem had occurred at some time during the five years. These differences in number of reported problems occurred despite the fact that far fewer married men living with wives were unemployed when at home.
The large number ofproblems reported bywives, together with the higher separation and divorce rate of married men, suggest that wives in particular find life with a schizophrenic patient difficult. Indeed, few of the marriages of the men could be considered successful. We had the impression that comparatively many of these men had a paranoid form of illness with a fair retention of coherent speech and ability to act in a socially acceptable way at work, though not always in the home. However, it seems most unlikely that clinical differences alone can explain the large differences in separation and divorce rates between men and women without taking into account differences in family organization and attitudes. REFERENCE Rowntree G (1964) Popul. Stud. 18, 147 Problems of Caring for the Mentally Ill at Home by Jacqueline Grad PhD and Peter Sainsbury MD MRCP (MRC Clinical Psychiatry Research Unit, Graylingwell Hospital, Chichester)
Since the Mental Health Act in 1960, community care as opposed to hospital treatment for psychiatric patients has become increasingly common. We have attempted to evaluate the new approach by comparing the community-based service in Chichester with the hospital-based service in Salisbury. The aspects compared were referral rates, hospital admission rates and the effects of the differing policies on patients' families and on clinical outcome after two years.
The proportions of patients referred to Chichester and Salisbury in different social and clinical categories were compared. Except for a higher proportion aged 65 and over in Chichester, they did not differ on social characteristics (sex, social class and employment). They were also well matched clinically and did not differ when severity of illness was assessed from the diagnosis, symptoms and amount of previous illness or from the burden the illness imposed on the family at referral (see below).
The referral rate, however, in Chichester (6 8 per 1,000) was higher than in Salisbury (5-3 per 1,000). Further analysis of the referral rates indicated that, in the community service, referral rates were increased for illnesses of short duration and for older people, people living alone, and those in social classes IV and V.
On the other hand, there was a very marked difference in the proportion of referrals admitted and those treated extramurally in the two services (Table 1 ). In 1960 57 % of newly referred patients were admitted to hospital in Salisbury but only 22% in Chichester. Of the Chichester patients, therefore, 78 % were treated in the community, and if community care placed a heavier burden on families than mental hospital care, their families might be expected to have had more problems than families in Salisbury did. To test this hypothesis we devised a scale by which we could rate how the patient's condition had affected various aspects of family life, and so compare the burden on the family in the two services. A random sample of 410, approximately one in three of all patients referred in both areas, was selected and an estimate made of the effect they had on their families. We interviewed and rated the families when the patients were first referred, and again two years later.
The aspects of family life considered were those which a pilot study had shown to be readily observed and reliably reported: effect on family income; employment; social and leisure activities; domestic routine; welfare of children; health of household members, and relations with neighbours. Each item was rated on a threepoint scale as 'not affected by the patient', 'affected' or 'severely affected', each stage being defined wherever possible by objective criteria. Income, for example, was rated as 'not affected' if there was less than 10 % loss of total income, 'affected' if there was a 10% to 50% loss, and 'severely affected' if the loss was more than 50% of the usual income. By adding several items we were able to compute a problem score for each family, and an overall assessment of burden on each family, rated as 'none', 'some' or 'severe' was made by the interviewer. A reliability study showed 80% agreement between the three different interviewers on rating family burden.
At Referral
When these patients first came to the psychiatrist for advice, nearly two-thirds of their families had been presented with problems marked enough to be recognized by the fairly crude measures used, and in one-fifth of them this burden was rated as severe (Grad & Sainsbury 1963) . At referral, however, there was no difference between the problems incurred by families in Chichester and in Salisbury. Table 2 compares the relief afforded by psychiatric intervention in Chichester and in Salisbury one month after referral. At this time both services were equally effective in relieving burden when it was severe, but not when it was less marked. Although the apparently greater relief afforded to families in Salisbury was not statistically significant, it was a trend that was consistently maintained in all social and clinical groups. Some clues about the causes of these differences were found by looking at the sort of things that were relieved. Families of patients who had more socially serious symptoms, nocturnal restlessness and dangerous, suicidal, or peculiar behaviour, tended to be equally relieved in both services, but when the patient's behaviour was less socially conspicuous the families were relieved significantly more in Salisbury. Families of patients with senile psychoses and families of depressed patients also had their burden reduced more in Salisbury; and it is interesting that when we asked families what bothered them most about the patient it was the hypochondriacal complaining, typical of depressed patients, that was most frequently reported.
Similarly, conspicuous social disability, such as a relative staying away from work, was helped 
Two Years Later
When the patients were followed up after two years there was no difference in the mortality rate in the two services. Preliminary findings on a cohort of 116 patients in Salisbury and 213 in Chichester who remained alive were studied.
More families in Chichester than in Salisbury were left with a residual burden that they attributed to the patients' mental illness. When the relief of burden in the two services was compared, the situation after two years was similar to that found after only one month (Table 2 ). In spite of admitting fewer patients, the community care service approached the hospital orientated one in the help it gave to the severely handicapped families, but not to those who found the patient a less severe burden.
The Salisbury service appeared to be more effective in helping to reduce distress and anxiety in the patient's closest relativeour informantsand there were probably fewer residual financial problems among the Salisbury families. No other comparison of effects on specific aspects of family life differentiated the two services significantly, but there was a consistent trend for more families in Chichester to be left with problems two years later ( Table 3 ).
The Intervening Two Years
Using similar scales we rated whether family life had been affected at any time during the follow-up period. The findings of this analysis showed the extra burden imposed by community care even more clearly than did the situation at follow up (Table 4 ). Eighteen per cent of the Chichester families, compared with 4% in Salisbury, had at some time during the two years experienced severe difficulties in coping with the patient at home. For example, 24% of the Chichester and 11 % of the Salisbury patients had required nursing care at home. The effect on the various aspects of family life during the two years was not significantly different in the two areas but, again, a consistently higher percentage was always affected in Chichester.
Discussion
Can one help these handicapped families only by admitting their mentally sick relatives to hospital? We have not yet been able to relate length of stay in hospital to relief of family problems throughout the two years, but the evidence from the situation at one month suggests that, while the reduction of severe burden on families in Chichester was partly due to selective admission on social rather than clinical grounds, other factors peculiar to the community service were also operating.
It seemed that families could be helped considerably even if their patients were not admitted, especially by domiciliary visiting and day hospital _ . .
care. This kind of assistance probably relieved families of their most severe burden but left them with some problems.
Another community feature that reduced severe burden on families was nursing home care. In all our analyses of burden, patients in nursing homes were counted as if in hospitala method which obscured the much greater use of this arrangement for elderly patients in Chichester. Social services and domiciliary nursing are very sketchy in the Chichester community service, and it may be that increased investment in these ancillary services would lighten the residual burden and help families as much as a hospital bed for the patient.
Secondly, it could be argued that we are justified in leaving families with some residual burden if the patients do as well under the Chichester regime as they do under the Salisbury one. Preliminary findings, however, suggest that they may not in fact do as well. It would be premature to discuss our findings on clinical outcome until we are able to take many factors into account which have not yet been analysed:
(1) Since there was a preponderance of geriatric disorders in Chichester, the relation of age and diagnosis to outcome must be considered. (2) Outcome has yet to be related to whether the patient had been in hospital or not. (3) The reliability of the follow-up psychiatrists must be checked.
(4) All the other measures of outcomeratings by the patient, his family, his general practitioner, by symptom remission and by social and work performance during the two years-have to be considered in relation to one another.
There is no doubt that many families prefer to have their sick patient at home, even if this imposes hardship. Preliminary evidence from this study showed that the disposal recommended in Chichester was more in keeping with the families' wishes than that recommended in Salisbury. In visiting the homes, particularly those of the elderly couples where one partner had become ill, we were most impressed by the amount of hardship people will gladly endure to avoid the patient being admitted. This appears not just a fear of stigma, but of loneliness and a wish to care for the patient themselves.
During the last few years individual cases of hardship have been widely quoted in the press and at meetings to show that community care is harmful. Certainly our findings could be taken to support this thesis. However, it would be improper to condemn a policy by taking this view uncritically; all that our figures show is that for certain types of patients and in certain social circumstances home care, as it is provided at Chichester, leaves the family with more problems than mental hospital care does.
Psychiatric patients are not a homogeneous group and it is essential to find out which type of care is socially as well as clinically appropriate for which kinds of patients. The schizophrenic patients described by Wing et al. (1964) as presenting the most intractable psychiatric problem may, from the point of view of burden they impose on the family, most reasonably be compared with the senile patients in our series. The problems that they present when treated at home should not be generalized as a condemnation ofcommunity care for all psychiatric patients. Even for these severely handicapped groups admission may not be the best way to help families. Similarly, although Tizard & Grad (1961) found that families who care for idiots and imbeciles at home were heavily penalized, this did not lead them to conclude that institutional care was necessarily to be recommended. These sorts of findings are not the complete test of the efficacy of any system. All that they can do is to point to problems implicit in the present situation and suggest possible remedies.
